gate decision makers. Some states also permit instructions about crisis interventions and about individuals to notify of hospital admission (15, 16) .
Very limited information has been reported about the content of completed psychiatric advance directives. Within a small community mental health sample (N=30), no directives were used to refuse all treatment, although refusal of ECT was included in 17 directives (57 percent), and eight (27 percent) included refusal of haloperidol (7) . In a similar sample (N=54), two participants (4 percent) refused all psychotropic medications. In these samples, most people (66 percent to 82 percent) appointed a surrogate decision maker (7) .
Clinical utility of psychiatric advance directives can be defined as the extent to which specified instructions are feasible, useful, and consistent with standards of care. For example, instructions that indicate refusal of all psychotropic medications would generally not be consistent with standards of care for individuals with serious and persistent mental illnesses. Such instructions would have low clinical utility because of the clinical challenges they present, although they may nevertheless be enforceable (see Hargrave v. State of Vermont). In contrast, information about patients' preferences among second-generation antipsychotic medications may have high clinical utility. Similarly, instructions to provide crisis services that are unavailable would have low clinical utility because of the infeasibility of providing such services; however, preferences among available services would be very useful. The clinical utility of psychiatric advance directives has bearing on whether the documents are viewed as helpful, superfluous, or a hindrance to the provision of clinical care as well as service and policy development. Thus this paper provides the first systematic examination of the content and clinical utility of psychiatric advance directives.
Methods

Participants and settings
Participants were enrolled in ongoing services at two community mental health centers in Washington State.
At the time of the study (2001) (2002) (2003) , Washington State did not have laws specifically addressing psychiatric advance directives; however, the state's broader health care advance directive laws were considered to apply.
Participant selection and recruitment protocols were approved by the University of Washington institutional review board. By using electronic records, a pool of 475 potential participants were identified as being 18 years of age or older and having at least two psychiatric emergency services or hospitalizations within two years. Of those potential participants, 172 were ineligible for study participation: 158 could not be contacted largely because of long-term hospitalization or incarceration, six were unable to provide informed consent, six were unable to participate in research interviews in English, and two were too agitated to be approached about the study. Of the remaining 303 eligible individuals, 133 were interested in completing an advance directive and provided informed consent for study participation. Twenty-seven individuals withdrew from the study before completing a directive, yielding 106 individuals who completed advance directives.
Procedures
Participants completed advance directives in groups of up to six people. Groups were led by a peer trainer who provided an overview of instructions, the documents' legal status, and potential benefits and challenges to their use. The peer trainer and research assistants provided assistance to participants if it was requested or believed to be needed.
Participants created psychiatric advance directives by using individual laptop computers loaded with the AD-Maker software (17) . The program communicated information by using both written information on the computer screen and a concurrent voice-over. Users selected responses by using a mouse. The program began with a short tutorial about the nature and use of psychiatric advance directives. It then required the user to complete a set of six true or false questions to assess competency to complete a directive, although this competency is also a legal presumption (16) . The user had to answer four of the six questions correctly to proceed. If the user failed, the program displayed key concepts again and presented a new set of six questions. If at least four of six questions were not answered correctly by the third attempt, the program did not allow the user to proceed and asked him or her to try again on a different day.
The AD-Maker then "interviewed" the user about his or her preferences in five treatment areas and five nontreatment areas; users could specify instructions in as many areas as they wished. The five treatment areas were psychotropic medications; hospital preferences; alternatives to hospitalization; emergency deescalation methods, including rank-ordered preferences among seclusion, seclusion plus restraint, and sedating medication; and ECT. Reasons for preferences were also selected from established options. The five nontreatment personal care areas were persons to notify of hospitalization; persons not authorized to visit during hospitalization; assistive devices to retain during hospitalization; dietary preferences; and persons to contact to take care of finances, dependents, and pets during hospitalization. Users were then given the option of appointing a surrogate decision maker and also of specifying any other instructions in a narrative format.
Users were also given options about when to activate the directive and whether they would like the directive to be revocable at any time or only when they have not lost decisionmaking capacity. The AD-Maker used a decision-tree structure in which responses to multiple-choice questions determine which additional information and questions were presented to participants, thereby reducing the amount and complexity of information that must be processed (17) .
The AD-Maker provided guidance to users in two areas. First, although the program allowed users to select refusal of all psychotropic medications, it suggested, by flashing the response option, that permitting some psychotropic medications was preferable. In addition, users were required to rank-order preferences among seclusion, seclusion plus restraint, and sedating medication rather than refusing any of these emergency interventions.
Instruments
Clinical utility of each AD-Maker content area was rated on 3-point Likert scales about consistency with practice standards, feasibility, and usefulness. The scales were modified from a recently developed instrument (18) . Because of a lack of variance, these scales were recoded as dichotomous--consistent or inconsistent, feasible or infeasible, and useful or not useful. Clinical utility analysis. Clinical utility ratings were completed by a third-year psychiatry resident at the University of Washington Medical School, who had more than ten years of clinical experience with the population under study. To determine the reliability of the ratings, an attending psychiatrist at the same facility also rated a randomly selected sample of 20 directives. Ratings were made with reference to each participant's primary psychiatric diagnosis, the context of available services, and usual care within the public mental health system in which participants received services. Ratings were based on experience with typical psychiatric crises, because it was infeasible to conduct ratings during an actual psychiatric crisis for each participant. Because of a lack of variability, percentage exact agreement was calculated rather than kappa coefficients. Exact agreement was over 90 percent for all ratings, with the exception of instructions about willingness to try medications not listed in the directive (67 percent), ECT (73 percent), people not authorized to visit during hospitalization (70 percent), and "other" narrative instructions (73 percent).
Two research team members independently entered data and then matched the data within SPSS/Windows to detect discrepancies. Team members discussed discrepancies until an agreement was reached. Descriptive analyses were conducted in SPSS/Windows 11.0.1.
Results
Participant make-up
Of the 106 participants, 58 were women (55 percent), and 25 were nonwhite (24 percent). Participants' mean±SD age was 42±9.1 years. Forty-seven (44 percent) had a primary diagnosis within the schizophrenia spectrum, 28 (27 percent) had a diagnosis of bipolar disorder, 23 (22 percent) had a diagnosis of major depression, and eight (7 percent Hospitals and alternatives to hospitalization. About two-thirds of participants (68 percent) expressed a preference for hospital alternatives over hospitalization, particularly alternatives provided by professionals rather than family or friends, as shown in Table 2 . Participants selected alternatives from a preestablished list. Although most participants preferred hospital alternatives, nearly all respondents recognized the need for hospitalization in some circumstances and specified at least one preferred hospital. About half specified at least one hospital to avoid, most frequently the state hospital. Participants cited poor care as the most common reason for wanting to avoid a given hospital.
ECT. Nearly three-quarters (72 percent) indicated refusal of ECT, as shown in Table 3 . Of those consenting to ECT (N=17), three selected instructions about the number and voltage of administrations.
Emergency response including seclusion, restraint, and medication. Ninety-four participants (89 percent) selected at least one method of deescalating crises from a preestablished list, and most participants wanted to have privacy or to be offered time out, as shown in Table 3 .
Participants generally ranked medication, especially in pill form, as preferred over seclusion or seclusion plus restraint. Participants most frequently reported increased psychiatric symptoms, fears, and physical problems as reasons for their preferences.
Clinical utility of treatment preferences
All treatment preferences were rated as feasible, useful, and consistent with practice standards for at least 95 percent of the directives, with the exception of instructions about willingness to use medications not listed in the directive, as shown in Table 4 . This finding was because of a small number of individuals who indicated that they would reject trying such medications under any circumstances.
Nontreatment personal care instructions
The proportion of participants who specified instructions about nontreatment personal care instructions are shown in Table 5 .
People to contact and people not authorized to visit during hospitalization. Most participants (81 percent) specified individuals to be notified of hospital admissions. Parents were most frequently listed, followed by siblings, friends, clinicians, spouses, and children. Only one-quarter of participants (27 percent) specified people not authorized to visit during hospitalization, most often first-degree relatives, friends, or spouses. 
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Preferences for hospitalization and alternatives to hospitalization among 106 outpatients in a community mental health center who completed advance directives Assistive devices. Slightly more than half of the participants (59 percent) selected, from a preestablished list, at least one assistive device to be retained during hospitalization. Almost all were corrective lenses or dentures or plates.
Persons to notify about care of finances, dependents, and pets. About half the participants (48 percent) specified someone to manage finances during hospitalization. Most often case managers were listed, followed by parents, siblings, friends, and spouses. Few participants listed someone to contact to care for pets (14 percent) or dependents (6 percent).
Dietary preferences. Forty-two percent of participants selected dietary preferences from a preestablished list. The most common foods to be avoided were sugar, salt, meats, acidic foods, and fats.
Appointment of a surrogate decision maker. Just under half of the sample (46 percent) appointed a surrogate decision maker. Most often friends were listed, followed by parents, siblings, spouses, and children.
"Other" instructions. Thirty percent of participants specified additional instructions, most often treatment for medical conditions or wanting to have someone to talk to during a crisis, to be able to sleep, or to do art or other expressive activities.
Clinical utility of nontreatment personal care instructions
All nontreatment personal care preferences were rated as feasible, useful, and consistent with practice standards for at least 95 percent of the directives.
Activation and revocation of directives
About half of the participants in the study (47 percent) chose to tie directive activation to the point of legal incapacity, and nearly all others chose activation at utilization of crisis services (22 percent) or hospitalization (24 percent).
Slightly more than half the participants (57 percent) wanted their directive to be irrevocable during periods of incapacity.
Discussion
The results suggest that individuals with severe and persistent mental illnesses can clearly specify crisis treatment preferences and reasons for their preferences in psychiatric advance directives. Contrary to concerns often raised by clinicians (16), our study further shows that advance directive instructions are largely feasible, useful, and consistent with standards of care. These indicators of clinical utility suggest that the documents will be helpful to patients and clinicians to reach mutually agreedupon treatment (11) . Furthermore, at the point that interventions specified in advance directives are medically necessary, the documents may facilitate treatment consent and collaboration, expedite the provision of clinical care, and avert hospitalizations.
Study limitations
A number of study limitations should be noted. First, directives were creat- a Mean ranking; lower ranking indicates higher preference. For ranked preferences, the N value indicates the number of participants for whom the preference was a first choice. b Includes calling a specific person, music or art, sleep, hot tea, going for a walk c Percentages do not add to 100 because individuals may have chosen more than one reason.
ed by using the AD-Maker (18), in which participants selected most treatment instructions from established lists. Although this structure alleviated concerns of some patients about how to specify instructions (11) , it may have also optimized the documents' clinical utility. However, clinical utility ratings were also high for medication instructions and "other" instructions, for which preestablished choices were not provided. Nevertheless, an important question for future research is whether the content and clinical utility of directives created in our study can be generalized to those created from narrative type forms that are available in some states.
Clinical utility ratings were also made on the basis of typical crises rather than during actual crises, which could inflate ratings. For example, specified alternatives to hospitalization may be consistent with standards of care for most crises but not those in which an individual is acutely suicidal.
Generalizability of study findings is also limited by our selection of participants who, because of their engagement in outpatient services, may have been more likely than others to provide instructions in advance directives consistent with familiar usual care. Future research should examine the content and utility of directives created by individuals who use selfhelp, crisis, or hospital services but not regular outpatient care.
Implications for clinical care, service planning, and policy
Preferences stated in advance directives suggest that professionally staffed alternatives to hospitalization, crisis phone support, 24-hour prescription availability, and a variety of crisis deescalation methods are desirable services that should be made available. Furthermore, the fact that no participants indicated refusal of all psychotropic medications, yet participants indicated a clear preference for second-generation antipsychotic medications over first-generation antipsychotics, underscores the documented desirability of these newer medications (20, 21) .
Slightly less than half the participants appointed a surrogate decision maker, a substantially lower rate than found in previous studies (7, 11, 22) . This finding may reflect characteristics of our sample, which had high levels of impairment and was more reliant on formal services than family support. Nonetheless, treatment facilities would be advised to develop policies and procedures for including surrogate decision makers in treatment, as well as notifying specified individuals of hospital admission and arranging for care of finances while individuals are hospitalized. The high rate of ECT refusal could reflect stigma associated with the treatment rather than direct experience with this intervention, in contrast to, for example, instructions for deescalating crises likely based on direct experience. Truly informed consent in creating directives could be bolstered by providing information about evidence-based interventions and the contexts in which they are used--for example, ECT would be used only after unsuccessful trials of antidepressant medications. Treatment preferences in advance directives may also change over time and various crisis situations, suggesting that the documents should be reviewed and updated periodically. It should be noted, however, that individuals creating health care advance directives for end-of-life treatment decisions face the same challenges--preferences may change over time and circumstances, and these documents are additionally made with limited information and a complete absence of relevant experience. Preferences specified within psychiatric advance directives may in fact be more reliable as they are more likely to be based on past experience.
Policy implications can first be found in our result of high clinical utility of directive instructions across all content areas, which implies that state laws should not exclude certain areas as many currently do. Also, nearly half the study participants wanted directives to be revocable, even during incapacity, which is consistent with results from one survey on this topic (11) . Currently, all but one state with laws about psychiatric advance directives preclude revocation during incapacity. Whether many individuals attempt to revoke advance directives while incapacitated, how this situation is dealt with clinically, and whether fewer individuals are willing to create directives if irrevocability is the only option are important empirical and policy questions.
In sum, psychiatric advance directives provide a wealth of information about patient treatment preferences, and this information is almost uniformly considered clinically useful. Our data also suggest that people with mental illnesses are increasingly well informed about evidence-based cost-efficient interventions, such as second-generation medications and alternatives to hospitalization. As such, psychiatric advance directives are not only an important means for including patients in treatment decisions and efficiently providing care matched to needs, but they may also serve as a bellwether for appropriate treatment. ♦
